tary life-style is the most common modifiable risk factor for CAD, which caused more than one fourth of all death? in the US in a recent year.' They also note that only about one fifth of the adult population is physically active at the level thought necessary for cardiorespiratory benefit. The American College of Sports Medicine recommends that healthy adults train 3 to 5 days a week for 20 to 60 minutes at 60% to 90% maximum heart rate (a rough estimate of maximum heart rate can be obtained by subtracting the subject's age from 220).2 It also recommends strength training with weights, one set of 8 to 12 repetitions for each of the major muscle groups at least twice a week. For elderly people who have been sedentary for years, brisk walking may be the best way to get started. We probably cannot afford to be inactive and should make exercise recommendations a part of our routine for all patients.
Prognosis of Depression in the Elderly Ames and Allen recently reviewed the current literature on the outcome of depression in old age.' Many have noted that depression is the "bread and butter" of geropsychiatry and that this disorder overshadows all others in terms of sheer numbers of referrals. Ames and Allen note that after the landmark study of Roth,' affective disorders in the elderly were regarded as having a relatively good prognosis but that this comforting dictum was undermined by the worrisome finding of Murphy3 that only 35% of 124 subjects treated for a first depression in old age were well one year after presentation.
Data about prognosis in these patients are important. For example, unless we know the natural history of a disorder, it will be difficult for us to evaluate whether our treatment interventions are helpful or not. Ames and Allen' note some of the reasons why clinical impressions of prognosis and outcome often vary from later careful studies. For instance, clinicians tend to emphasize positive events and remember cases in which the outcome was good. They also tend to view outcomes as more positive than what actually occurred.
Observational studies of untreated, depressed, elderly subjects are not ethical in light of the availability of effective treatments. Over the last 3 decades, research on the prognosis of depression in old age has concentrated on patients with the more severe forms of affective disorder who seek psychiatric treatment. Little has been written about the less severe forms. Cole,4 reviewing studies on the prognosis of depression in old age between 1950 and 1989, did not find any good controlled reports. No study had a blind outcome assessment and only one gave a clear definition of relapse. All sample sizes were small. When he analyzed the studies as a group, the shorter follow-up studies (less than 2 years) found that almost 45% of patients were well after initial treatment; 16% of patients relapsed and then recovered; 27% of patients had been continuously ill; and about 13% of patients were lost to follow-up or had been assigned to other outcome categories such as relapse without further recovery, death, or emerging dementia. The longer patients were followed, the more likely they were to relapse. Cognitive impairment, severe intervening life events, and physical illness were usually associated with poor outcome. However, patient age at onset of the first depression and patient age at presentation had an inconsistent effect across studies.
A more recent study by Burvill et a15 described the 1-year outcome of 103 elderly (over age 60 years) patients who met DMS-111 criteria for major depression. The results were similar to those for the studies of less than 2-years duration reviewed by Cole;4 47% of patients were well at 1 year, 18% of patients relapsed and recovered, 24% of patients were "depressive invalids" or continuously ill, and 11% of patients had died.
Ames and Allen' reviewed a number of other studies and, despite the methodological imperfections of most, felt that some tentative conclusions may be inferred regarding the prognosis of depression in old age when treated in a psychiatric inpatient facility. They felt that studies of outpatient and community populations were too few or flawed to permit much in the way of conclusions. Most elderly patients treated for depression in a hospital seem to get better. However, a sizeable minority fail to recover or continue to be disabled, despite some improvement. As time passes, relapse becomes more common, which Ames and Allen note is consistent with an early hypothesis that only 15% of patients (of all ages) admitted to the hospital with depression do not have a further episode of illness for 20 to 28 years. They also felt that the consensus of published work suggests that depression raises the risk of death, and that this increased risk is not completely explained by a high rate of physical illness among the depressed elderly patient. Cerebral ventricular enlargement may be associated with excess mortality. Patients diagndsed with pseudodementia may have an increased long-term risk of cognitive decline. Physical illness appears to be associated with poor outcome, but evidence regarding sex, age at presentation, age at onset of first depression, type of depression, severity, most social factors, and treatment variables is too confused or rests on too few studies to allow reliable inference.
Ames and Allen' felt that the most useful immediate lesson from published studies is generally well-known by most geropsychiatris ts; elderly depressed patients have a high risk of nonrecovery and if they do recover, subsequent relapse becomes increasingly likely with the passage of time. They recommend the following: (1) energetically treat index episodes of depression in the elderly; (2) review patients' clinical situation often; (3) be liberal in the dispensation of prophylactic medication; and (4) treat relapses early and aggressively.
